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Abstract 
 
This doctorate of nursing practice project aimed to restore or improve the physical, 
emotional, and spiritual health in the marginalized population in Rochester, Minnesota to 
promote human dignity and foster humanization through the opening of a nursing-led 
drop-in center. Guided b  Jean Watson s Theory of Human Caring, the Rochester Health 
Commons was opened and provided personal hygiene supplies, foot soaks, foot care, 
community resources, and most importantly offered a place for people to feel welcomed 
and cared for. Utilizing the concepts of transpersonal caring, authentic listening, 
mutuality, and radical hospitality, transcultural nursing students serving at the Rochester 
Health Commons reduced barriers to care and improved health and healing for all that 
entered the door. Guest counts were tracked each week and an increase in the number of 
returning guests was thought to be favorable. Comments made by guests were also 
tracked as means of evaluating the project and specific themes emerged that confirmed 
guests feel welcomed and cared for. The nurses gained wisdom and knowledge from the 
guests which helped decrease stigma and judgement advancing nursing practice.   
Keywords: marginalization, Rochester Health Commons, humanization, 
hospitality, mutuality, nursing 
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Fostering Humanization: Providing Care in the Margins 
 
Chapter One: Introduction 
The number of people living in the margins in Minnesota continues to rise. In the 
mid-sized city of Rochester, Minnesota, 10.7% of the 111,396 residents were reported to 
be living in poverty in 2016 (DataUSA, 2016). While the annual median household 
income in Rochester was $65,195, there were 11,695 people living below the national 
poverty threshold of $25,100 annually for a family of four (Health and Human Services 
Department [HHS], 2018). Women ages 18-24 were the largest demographic living in 
poverty in Rochester (DataUSA, 2016). Also, almost 60% of people living in poverty in 
Rochester, were White, followed by approximately 25% Black or African American and 
11% Hispanic or Latino (DataUSA, 2016). There are many challenges facing people 
experiencing poverty in Rochester, which often includes physical, emotional, and 
spiritual ailments. Lack of financial resources, access to adequate healthcare, and limited 
community connections can marginalize entire populations and contribute to undesirable 
health outcomes and social isolation; thus, a drop-in center offering nursing care and 
hygiene items to improve health and healing could be used to address these issues. 
Watson s (2008) concepts of transpersonal caring, authentic listening, and mutuality will 
be used as a theoretical framework for the development of the drop-in center. Opening a 
nursing-led drop-in center, called the Rochester Health Commons (RHC), as a means to 
provide nursing care to improve or restore physical, emotional, and spiritual health of the 
community members will promote dignity and foster humanization.  
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Background 
 The population of interest for the RHC is the marginalized population in 
Rochester, Minnesota including persons experiencing homelessness or who are 
marginally housed, immigrants and refugees, or anyone else with expressed felt need. 
Marginalization is a term used to describe pushing a group of people to the periphery or 
outskirts of society, making them feel as though they do not belong in the community. 
Unfortunately, marginalization is often associated with poverty and living in 
impoverished communities (Vasas, 2005). Persons living in the margins have the highest 
rates of acute and chronic diseases.  
According to Savage and Lee (2010), persons experiencing homelessness have 
higher rates of chronic disease than the general population, and many adults have at least 
one chronic illness. The average life expectancy of persons experiencing homelessness is 
44 years, much less than the average 78 years of the general population (Savage & Lee, 
2010). Many of the chronic diseases faced by marginalized persons are treatable with 
lifestyle changes, medications, or routine medical care; however, there are often many 
barriers faced by this population preventing adequate prevention and treatment of chronic 
illnesses. According to Lazar and Davenport (2018), a lack of education, limited health 
literacy, lack of health insurance and distrust of healthcare providers are a few of the 
challenges marginalized communities face. These challenges increase the frequency of 
emergency room visits, acute phases of illness, and morbidity and mortality rates 
(American College of Emergency Physicians, 2015). To compound the issue, persons 
living in the margins are also much more likely to suffer from emotional and spiritual 
disorders. 
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Psychological and emotional disturbances are a common result of 
marginalization. Persons experiencing marginalization often suffer from depression, 
anxiety, isolation, powerlessness, and feelings of invisibility in society (Syracuse 
University, n.d.). According to Gerber (2013), 20-25% of people experiencing 
homelessness are living with at least one mental health disorder.  People living in the 
margins also often face many socio-cultural and economic challenges. Limited financial 
resources require prioritizing the essentials of living (e.g. food, rent, etc.) over 
nonessentials, like personal hygiene products. This then contributes to the general 
public s frequent preconceived notions and judgments regarding people living in the 
margins.  
The marginalized population is often dehumanized and avoided by society leading 
to further social isolation, which contributes to a decreased sense of wellness. In a study 
to evaluate health behaviors and social isolation experienced by people living in the 
margins, Watson, Crawley, and Kane (2016) found that 25% of the participants reported 
no social support from family, friends, or social workers. The study also discovered that 
when individuals did not feel supported, they were less motivated to practice healthy 
habits, and social exclusion was directly linked to decreased quality and quantity of their 
social environment (Watson, Crawley, & Kane, 2016). According to a recovering 
alcoholic and previously homeless individual (B. Lewis, personal communication, March 
29, 2018), "what s missing [in Rochester] is [communit ] connections because social 
isolation leads to suicide." A lack of social support of persons living in the margins may 
lead to decreased health and wellness. A nursing-led drop-in center providing 
transpersonal caring, authentic listening, mutuality, and radical hospitality may improve 
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social support in the marginalized community resulting in improved or restored health 
and healing. 
The practice model for the RHC is based on the idea of radical hospitality as a 
way to promote physical, emotional, and spiritual wellbeing and restore dignity and 
humanization. At the RHC, radical hospitality essentially means to offer hospitality 
without exclusion and to treat all visitors as though they are honored guests (Enestvedt et 
al., 2018). To welcome all people, regardless of income, social status, culture, or race, 
and to listen to the needs of the guests is the starting point for developing relationships. 
Guests of the RHC are offered a warm beverage and snacks, personal hygiene items, 
blood pressure monitoring, foot soak, foot care, and community resources as an initial 
point of contact that may lead to a trusting relationship, thus, fostering humanization. 
Fostering humanization means to view a person as a human being who has value and is 
deserving of care and respect. The promotion of humanization and dignity often occur 
simultaneously and can involve simple acts such as not requiring appointments or by not 
asking guests to complete a sign-in form. A study by Miller and Keys (2001) found that 
requiring income information to receive services actually contributed to a decreased 
sense of dignity in persons experiencing homelessness. Therefore, the RHC aims to 
promote dignity by not requiring sign-in forms or requesting identification to determine 
their eligibility for services; instead, there is an open-door policy, and all are welcome. 
The RHC promotes mutuality between nursing and the marginalized community 
served. The first step to developing a mutual relationship is to engage with the guests 
served as a method to come to a clearer understanding of their needs and then to 
acknowledge their needs. The services offered at the RHC allow the nurse the 
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opportunity to engage guests in conversation and provide acts of hospitality by 
establishing a human to human relationship. Authentic listening allows one to learn about 
the specific needs of the population served, which leads to trust-building that fosters 
humanization. To listen authentically means to be in the moment with a person and to be 
fully engaged in the conversation. This unique approach of communication demonstrates 
the importance of each guest at the RHC. The significance of this project is its power to 
improve or restore physical, emotional, and spiritual health in the marginalized 
population in Rochester through transpersonal caring, authentic listening, mutuality, and 
radical hospitality as a means to enhance dignity and foster humanization. 
Significance of the Health Commons 
Individuals living in the margins face multiple stressors on a daily basis. A few of 
the challenges faced that may significantly impact their quality of life are lack of access 
to nursing care and lack of community support. Persons who are marginalized will often 
report to the emergency department for all healthcare needs as there are limited medical 
resources for the under- or uninsured person with limited financial means. However, 
emergency room visits are quite expensive and end up costing hospitals and individuals a 
significant amount of money (American College of Emergency Physicians, 2015). The 
American College of Emergency Physicians (2015) reported that hospitals provided over 
$50 billion of uncompensated costs to care for the uninsured. Additionally, 54% of all 
emergency room visits could have been avoided by seeking care in the primary or urgent 
care setting (American College of Emergency Physicians, 2015). The financial cost of 
healthcare is significant; however, access to adequate healthcare is vital for physical, 
emotional, and spiritual health of all people, including those living in the margins.  Lack 
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of access to healthcare is problematic enough that the Office of Disease Prevention and 
Health Promotion (ODPHP) has added the topic to Healthy People 2020 goals. 
According to the ODPHP (2019), one in five Americans lack health insurance and the 
results are detrimental to their health b  increasing their risk for serious and disabling 
health conditions  (para. 1). Opening the RHC will provide guests with health promotion 
education and basic nursing cares that may prevent non urgent problems from becoming 
more problematic; thus, reducing the need for guests to seek emergency services. 
Persons living in the margins in Rochester have limited access to affordable 
health care. The Good Samaritan Clinic is an income based medical clinic that provides 
primary care to the uninsured of Rochester (Salvation Army, n.d.). The clinic requires an 
appointment, identification and proof of income, and the hours are limited. The RHC is a 
space for persons living in the margins to access nursing care, personal hygiene supplies, 
warm beverages and snacks, and to connect with transcultural nurses and other 
community members without requiring identification, proof of eligibility, or an 
appointment. 
 Persons living in the margins are subjected to significant judgment and stigma. 
The RHC was created as a way to encourage transcultural nurses and the community to 
suspend judgment and reduce the stigma associated with a marginalized population. H. 
Boyte stated people who look the most powerless, victimi ed, and need  have the most 
talent, the challenge is unlocking it  (personal communication, Februar  27, 2018). 
People living in the margins have a wide range of creativity, wisdom, and knowledge 
gained from their life experiences. According to Dr. Ken (personal communication, 
January 23, 2018), it is imperative to commit to being present in a conversation with 
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individuals who are marginalized as there is much knowledge to be gained by the student 
and the community. Nurses will gain knowledge and wisdom from persons experiencing 
marginalization which may lead to the suspension of judgment and stigma.   
Contributions to Nursing Practice and Knowledge 
 The RHC will advance nursing practice and knowledge when caring for persons 
living in the margins. Guests of the RHC share the wisdom they have gained over their 
time living in the margins that is often hidden and misunderstood by the general 
population. The skills and knowledge gained will enhance the nursing care provided by 
incorporating transpersonal caring, authentic listening, mutuality, and radical hospitality 
into all relationships. The RHC offers nurses and nursing students a distinct opportunity 
to connect one on one with a guest and to listen to their unique story. Dr. O Connell, who 
works for Health Care for the Homeless in Boston, starts every visit by washing the feet 
of the person who is marginalized, stating it is a ver  humbling e perience that requires 
[the nurse] to learn to slow down . . . alwa s start treating [people] with a foot bath  
(O Connell, 2015). According to Enestvedt et al. (2018), "humilit  guides practitioners to 
acknowledge their own ignorance and be open to wisdom from unexpected sources" (p. 
234). Clark (2014) stated the sharing of life circumstances and survival skills of those 
visiting the [Central Health Commons] allowed students . . . to gain insight into the life of 
those living in povert  (p. 17). Through their life experiences, skills, and knowledge, 
people living in the margins have a lot to teach nurses and nursing students. 
 The care provided at the RHC will also contribute to improved health outcomes. 
Providing free access to nursing care, personal hygiene items, and foot soaks may address 
physical concerns and prevent them from becoming larger problems. For example, an 
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individual may have a small wound on their foot that they did not know about. Wound 
care provided by the nurses at the RHC may prevent the wound from becoming infected 
and possibly ending the guest in the emergency room. Providing personal hygiene 
supplies and basic nursing cares can reduce the number of infections for people living in 
the margins while also improving their sense of dignity. As previously mentioned, care 
provided at the RHC will encourage students to suspend the judgement of why a person 
may choose to live the way they live or why they may choose to not take their prescribed 
blood pressure medication, thus contributing to their high blood pressure. Nurses do not 
lecture the guests, rather the  attempt to understand the guest s point of view helping to 
build a trusting relationship. The connection between nurse and guest is unique as people 
living in the margins often have difficulty trusting others.  
Essentials of Doctoral Practice 
The opening of a health commons exemplifies Essential II and VII of the 
Essentials of Doctoral Practice. According to the American Association of Colleges of 
Nursing (AACN) (2006), Essential II organizational and systems leadership is imperative 
to eliminate health disparities and improve healthcare outcomes. The RHC offers a 
unique approach to care by allowing nurses the opportunity to connect with individuals 
that are marginalized within the community setting. This contemporary model of 
providing care differs from the traditional medical model focused on diagnosis and 
treatment of a problem for a fee. To reduce health disparities and improve access to 
healthcare, the RHC does not charge a fee for services and all are welcome. At the RHC, 
guests are active participants in the care provided and actually direct the care they 
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receive. This way of partnering with the guest encourages the individual to play an active 
role in their health which in turn can also lead to improved health outcomes.  
Essential VII clinical prevention and population health aims to improve health 
outcomes by identifying social determinants of health in an effort to achieve health equity 
and eliminate disparities (AANC, 2006). One clinical prevention strategy utilized at the 
RHC is to provide screenings for physical, emotional, and spiritual health risks. This 
holistic approach incorporates the entire person s wellbeing and not just their ph sical or 
emotional or spiritual health. Another clinical prevention strategy utilized at the RHC is 
counseling for behavioral change. While not a formal setting, nurses at the RHC are 
consistently engaged in authentic listening and partnering with guests in a mutually 
beneficial relationship. This way of relating allows the guest to actively participate in 
decision making, advocacy, and health literacy. Nurses at the RHC provide education, 
when queued, regarding lifestyle habits like diet, exercise, and smoking cessation, in 
addition to answering questions about medications or illnesses that guests may have as 
another example of clinical prevention strategy. 
The RHC aligns closely with the DNP Essential of Nursing Practice Essentials II 
and VII. By having the RHC in a community setting and providing all services free of 
charge, the project improves access to care for many people in the Rochester community. 
Nurses at the RHC promote mutuality with guests encouraging them to play an active 
role in their health.  Identifying social determinants of health, improving health equity, 
and reducing health disparities are important aspects of clinical prevention and 
population health that are incorporated at the RHC. 
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Nursing Theory 
Jean Watson s (2008) Theor  of Human Caring will be the guiding theor  for 
promoting dignity and fostering humanization of guests at the RHC. Nursing is an 
integral part of the caring and healing process that extends far beyond just the physical 
nature of illness. The main goal of Watson s theory is to promote health and healing in 
persons by creating harmony between the mind-body-spirit. Therefore, it is imperative to 
heal all aspects of the mind, body, and spirit to have ultimate health and healing. An 
underlying assumption of the theory recognizes that illness does not necessarily mean 
disease; however, disharmony or disconnect in mind-body-spirit may lead to disease 
(Watson, 2012). Watson believed that the moral idea of nursing is love and caring. 
Nurses must go beyond tasks and procedures to connect with the individuals they serve. 
In addition, Watson s caring calls for a moral commitment of the nurse in order to restore 
human dignity and foster humanization in those served.  
Watson s theor  posits that the practice of caring is the most important concept in 
nursing. Caring requires providing loving-kindness, authentic presence, cultivation of 
one s spiritual practice, and being  the caring environment (Watson, 2008).  Nurses at 
the RHC practice loving-kindness by providing radical hospitality to every person that 
enters the door and meeting the guests  where the  are ph sicall , emotionall , and 
spiritually. Regardless of the situation, the nurses practice authentic listening while being 
present and promoting mutuality between the nurse and the guest. Nurses encourage 
guests to participate in their health and healing journey by acknowledging the needs of 
the guest and attending to the expressed need. The goal of the RHC is to promote health 
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and healing through creating harmony in the mind-body-spirit by viewing a person as 
whole, providing individualized loving care and creating a healing environment. 
Another core concept of Watson s theor  is transpersonal caring which conveys 
authenticity and loving-kindness from the nurse to the individual. Transpersonal caring 
promotes a spirit-to-spirit connection that may transcend into a caring moment (Watson, 
2008). Watson suggested that a caring moment occurs when the connection between 
nurse and individual is so strong that it transcends time and space and may be life altering 
for both people involved. A caring moment is the point in time where healing may begin 
and is essential to promote the health and healing of guests at the RHC. Transpersonal 
caring moments honor the individual s mind-body-spirit, promote human dignity, and 
foster humanization.   
Major Concepts of Human Caring 
The framework for the RHC will be guided b  Watson s caritas processes. The 
caritas processes were developed to provide a guideline for nursing that would 
incorporate the arts and humanity of caring into the science of medicine. The integration 
of the art of love and caring into the caritas processes helped to form a relationship that 
allowed for inner healing for self and others (Watson, 2008). Watson developed the 
caritas processes as a guide for nursing to promote a human-to-human connection and to 
uplift transpersonal caring, authentic listening, and mutuality.  
The caritas processes of authentic presence and attending to basic human needs 
guide the care provided at the RHC. The caritas process of authentic presence is an 
important way to honor individuals and promote trust. Watson (2008) recommended 
calling people by their preferred name, encouraging intentional human connection  (p. 
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283), and supporting the beliefs and values of others as methods to relaying authentic 
presence. Watson s caritas process of attending to basic human needs is important to 
enhance the health and healing of the mind-body-spirit. B  responding to one s e pressed 
felt needs in a comforting and respectful manner, nurses may assist individuals to fulfill 
basic human needs while promoting a trusting relationship.  Watson s caritas processes of 
authentic presence and assisting with basic human needs are incorporated throughout the 
care provided at the RHC. Guests that arrive at the RHC are provided with a warm 
greeting and eye contact and are referred to by their preferred name. After greeting the 
guests, the nurse will provide undivided attention and authentic listening to gain insight 
to their expressed felt need. Transpersonal caring relationships also require mutuality 
between the nurse and the guest, allowing guests to be active participants in their health 
(Watson, 2012). By listening authentically and promoting mutuality, the nurse will gain 
the trust of the guest leading to a transpersonal relationship, thus, improving their sense 
of dignity and fostering humanization. 
The number of people living in the margins in Rochester continues to increase. 
Persons living in the margins have the highest rates of acute and chronic disease. Lack of 
financial resources, access to adequate healthcare, and limited community connections 
often contribute to significant physical, emotional, and spiritual distress. With 10.7% of 
the population of Rochester living in poverty, a nursing-led drop-in center, RHC, was 
opened as a means to provide nursing care to improve or restore physical, emotional, and 
spiritual health of the community members. The practice model for the RHC stems from 
radical hospitality and is based on transpersonal caring, authentic listening, and mutuality 
between advanced practice transcultural nursing students and the guests. Watson s 
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Human Caring Theory will provide the framework and guide this project. Through a 
literature review, Chapter Two will further describe the physical, emotional, and spiritual 
challenges of those living in the margins and how providing transpersonal caring can 
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Chapter 2: Literature Support 
 Persons living in the margins experience more physical and psychosocial distress 
than the general population. Marginalized persons also have poorer health outcomes and 
often face an earlier death (Savage & Lee, 2010). There are many barriers to healthcare 
access that contribute to increased morbidity and mortality in this population (Klop, 
Evenblig, Gootjes, de Veer, & Onwuteaka-Philipsen, 2018; Neckerman, Garfinkel, 
Teitler, Waldfogel, & Wimer, 2016). Stigma and preconceived judgment may contribute 
to social isolation and increased mental illness in persons experiencing homelessness. In 
order to provide care, healthcare providers must focus on building a trusting relationship 
while maintaining dignity and respect to marginalized individuals. While many research 
studies have been done to uncover the health challenges and access to healthcare in the 
marginalized population, few studies have been done to examine the effects of a nursing 
led drop-in center on physical and psychosocial health for persons living in the margins. 
Chapter 2 will explore the literature for health implications of poverty, psychosocial 
implications of marginalization, social stigma and isolation associated with 
marginalization, and caring in the margins.  
Health Implications of Living in Poverty 
 Persons living in poverty may be exposed to many different physical stressors 
affecting their health. A retrospective chart review of 183 persons experiencing 
homelessness was done by Pribish, Khalil, Mhaskar, Woodard, and Mirza (2019) to 
examine disease prevalence in this population. Pribish et al. found that 34.4% of the 
participants reported hypertension, 13.7% diabetes, 27.1% respiratory disease, 5.7% 
hyperlipidemia, and 32.8% psychiatric disorders. Pribish et al. concluded that 
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hypertension, diabetes, respiratory disease, and psychiatric disorders were more prevalent 
in persons experiencing homelessness than the general population. A study done by 
Fuller-Rowell, Evans, and Ong (2012) aimed to evaluate the effects of poverty and health 
status found that poverty was positively associated with an increase of physiological 
measurements contributing to disease.  The study compared the physiologic 
measurements, which included: blood pressure, cortisol, epinephrine, norepinephrine, and 
body mass index and the income of 252 persons. The participants living in poverty had 
higher levels of physiologic burden than those living above the poverty line (Fuller-
Rowell, Evans, & Ong). According to Fuller-Rowell, Evans, & Ong higher levels of 
physiologic burden contribute to higher morbidity and mortality. Persons experiencing 
poverty have poorer health outcomes than the general population and may be at higher 
risk of morbidity and mortality.   
 Healthy habits, such as eating a healthy diet and exercising regularly may be 
challenging for those living in poverty. A phone interview, done as part of Gallup-
Healthways Well-Being Index, conducted with more than 228,000 Americans found that 
those living in povert  had higher rates of asthma, diabetes, high blood pressure, and 
heart attacks -- which are likely related to the higher level of obesity found for this group 
-- 31.8% vs. 26% for adults not in povert  (Brown, 2012, para. 1). The stud  also 
included health habits of the participants and found that 33% of those living in poverty 
smoked in comparison to 19.9% of the group that does not live in poverty. Those living 
in poverty also reported less exercise frequency and lower intake of fruit and vegetables 
(Brown, 2012). A similar study done by Neckerman, Garfinkel, Teitler, Waldfogel, and 
Wimer (2016) aimed to understand the economic disadvantage of those in poverty living 
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in New York City.  To determine hardship, each of the 373 participants were asked to fill 
out a survey in regards to income, hardship, and health problems. Neckerman et al. found 
that 26% of those living in poverty had experienced adult health problems in comparison 
to 14% of the group not experiencing poverty. The study also noted that 55% of the low-
income families had experienced material hardship, including medical hardship, in 
comparison to 33% of the non-impoverished families (Neckerman et al.). Persons living 
in poverty have more chronic and acute physical stressors contributing to poor health 
outcomes than the general population. Research indicates that impoverished community 
members tend to have higher rates of psychosocial stressors as well.  
Psychosocial Implications of Marginalization 
 There are many psychosocial implications of living in the margins. The 
emotional, social, and spiritual strain of marginalization may negatively affect the quality 
of life for this population. Unfortunately, many individuals suffer in silence as they have 
few places to find respite. According to Vandemark (2007), homelessness is a threat to 
one s sense of self and worth, and the natural human response to such a threat is an iet  
(p. 246). In a study by Pribish et al. (2018), a chart review of patients visiting one of two 
free health clinics in 2015-2016 found that 32.8% of the 126 patients reported a 
psychiatric disorder. The most common disorder reported in 21.3 % was depression, 
followed by anxiety 8.2% and 14.2% reported other psychiatric diagnoses, including 
bipolar, post-traumatic stress disorder, and schizophrenia (Pribish et al., 2018). 
According to the World Health Organization (2010), persons with mental health 
conditions are much more likely to face stigma and judgement, violence and abuse, social 
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isolation, reduced accessibility to health and social services, increased disability, and 
premature death.  
The stigma and judgement faced by individuals living in poverty may contribute 
to poor self-esteem and self-worth. In a study to identify nursing diagnoses of the 
homeless population, da Silva et al. (2018) found that 100% of the 274 participants 
reported feelings of hopelessness and 99% reported low self-esteem. Additionally, da 
Silva et al. reported sleep deprivation affected 100% of the participants and 67.1% 
reported inadequate health maintenance.  A phenomenological study by Rokach (2004) 
aimed to determine the cause of loneliness among persons experiencing homelessness 
when compared to the general population. Rokach found that personal inadequacies, like 
low self-esteem, fear of intimacy, and mistrust were among the top causes of loneliness in 
persons experiencing homelessness, followed by developmental deficits, unfulfilling 
intimate relationships, relocation, and social marginality. Persons experiencing 
marginalization suffer from many psychosocial stressors and may also suffer with 
spiritual distress. 
Feelings of social isolation and loneliness can contribute to spiritual distress 
among those experiencing marginalization. Snodgrass (2013) reported findings from a 
larger phenomenological study that aimed to understand spiritual themes related to the 
experience of homelessness. In a study of 16 men and women without permanent 
housing, two main themes were identified that negatively affected their sense of 
spirituality, including difficulty coping with the stigma of homelessness and times where 
the participants felt dehumanized. Many of the participants experiencing homelessness 
described feeling a sense of shame and embarrassment when telling others they did not 
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have permanent residence. In contrast, many of the participants felt they had a strong 
sense of spirituality when they experienced the presence of motivation and hope from 
others (Snodgrass). Despite many hardships and physical, emotional, and spiritual 
distress faced by persons living in the margins, there are many barriers to health care that 
prevent access to health care services. 
Barriers to Health 
 There are many barriers to accessing healthcare for those living in the margins. 
Ramsay, Hossain, Moore, Milo, and Brown (2019) studied barriers to health care access 
in a homeless population in Canada. Qualitative, semi-structured interviews with 16 
participants found several barriers, including affordability, lack of trust in healthcare 
providers, poor therapeutic relationship, transportation, and accessibility (Ramsay et al.). 
Several of the participants reported inappropriate management of hospital discharges and 
a lack of follow-up care (Ramsay et al.). Accessibility of health clinics was a significant 
barrier to health care as many of the participants did not have adequate transportation to 
arrive at medical appointments on time (Ramsay et al.). Many of the barriers to health 
could be avoided by opening a nursing-led drop-in center in the center of the city.  
Another study done by Klop, Eveblij, Gootjes, de Veer, and Onwuteaka-Philipsen 
(2018) aimed to understand barriers to assessing health care in persons experiencing 
homelessness found that intellectual disabilities, lack of health insurance, undocumented 
citizenship, previous debts, housing deprivation, and fear of stigmatization and lack of 
respect by the healthcare providers were of significant concern. According to Klop et al., 
medical appointment times were also a barrier to care as persons experiencing 
homelessness often stay awake at night and sleep during the day for safety; thus, a 
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morning appointment is difficult to attend. Financial concerns were among one of the top 
reasons for not seeking medical care as fulfilling basic survival needs, like food, were 
prioritized above health care (Klop et al.). Many barriers to health exist for persons living 
in the margins that may contribute to increased morbidity and mortality. 
 There are many physical and psychosocial health stressors experienced by the 
marginalized population. Pribish et al. (2019) reported a higher percentage of chronic 
diseases among persons experiencing homelessness, and Fuller-Rowell, Evans, and Ong 
(2012) concluded that poverty affected physiologic measurements, increasing the risk of 
disease when compared to the general population. Unfortunately, persons living in 
poverty have more financial and medical hardships and had reported more adult health 
problems than those living above the poverty line (Neckerman et al., 2016). The physical 
stressors caused by poverty are vast and often multifactorial, including lack of access to 
health care. According to Ramsay et al. (2019), affordability and accessibility of medical 
clinics and perceived judgments and stigmatization prevent persons experiencing 
homelessness from seeking medical care. Additionally, financial concerns, lack of health 
insurance, or undocumented citizenship are factors associated with lack of health care 
access (Klop et al. 2018). While many studies have been conducted to evaluate physical 
and psychosocial stressors of poverty, persons living in the margins may experience 
social stigma and perceived discrimination contributing to feelings of isolation. 
Social Stigma and Isolation 
Persons experiencing poverty or homelessness encounter an immense amount of 
social stigma. Preconceived judgments and stigma of individuals or entire communities 
may lead to further marginalization and social isolation. According to a qualitative study 
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done by Fuller-Rowell, Evans, and Ong (2012), persons living in more significant 
poverty reported the greatest perceived discrimination than those with less poverty. The 
longitudinal study of 252 adolescents evaluated perceived discrimination with three 
questions using a Likert scale to determine perceptions of differential treatment, lack of 
respect, and exclusion. Fuller-Rowell, Evans, and Ong found that greater povert  
predicted higher levels of perceived discrimination . . .  (p. 736). Another stud , b  Kidd 
(2007), aimed to examine the relationship between stigma and mental health in 
adolescents. The quantitative study comprised of 208 adolescents found that perceived 
social stigma was significantly related to negative self-esteem, loneliness, suicidal 
ideation, and feeling trapped  (Kidd, 2007, p. 292). Kidd stated that 46% of the 
participants reported already attempting suicide at least once, with 78% of those 
participants reporting more than one suicide attempt. Additionally, Kidd reported that 
perceived stigma was significantly associated with feelings of shame and guilt in 
adolescents. The evidence is clear that those living in poverty and persons experiencing 
homelessness suffer from perceived stigma. 
Stigma is often associated with homelessness and mental health. Phelan, Link, 
Moore, and Stueve (1997) conducted a study to examine the judgment and stigma of the 
general population associated with homelessness and mental health disorders. In an older 
yet still very relevant study, Phelan et al. conducted phone interviews with 1507 people in 
the United States to evaluate stigma associated with homelessness and mental health 
disorders. The researchers developed a vignette and read one of four versions, including 
one version where the person was homeless and was admitted to the hospital for back 
pain versus homeless and admitted to the hospital for mental health conditions. The other 
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two vignettes were similar; however, the word homeless  was replaced with domiciled  
(Phelan et al., 1997, p. 323). The participants were then asked 16 questions to gauge their 
level of social distance, dangerousness, support for economic aid, and blame of the 
person in the vignette. Phelan et al. found that significant social distance was expressed 
when the subject was described as homeless along with significant feelings of 
dangerousness and support for economic aid. Phelan et al. concluded that In terms of a 
key indicator of stigma- social distance-we find that respondents react more negatively to 
a hypothetical poor man when he is described as homeless than when he is described as 
domiciled  (p. 332). The stud  also concluded the robust tendency for the general public 
to blame the homeless for their predicament (Phelan et al.). Persons experiencing 
homelessness are subjected to stigma and judgments from the general population. 
Nonjudgmental caring may reduce the stigma and discrimination of persons living in 
poverty or experiencing homelessness. 
Caring in the Margins 
While caring for persons living in the margins is not well studied, few studies 
suggest that nonjudgmental caring for those in poverty and the homeless could reduce 
some of the barriers to health care (Klop et al., 2018; Vandemark, 2007). Klop et al. 
recommended that healthcare providers must build trusting relationships with the 
homeless individual and the provider . . . should be easil  approachable, reliable, keep in 
touch and have patience and time, as building trusting relationships may take a long 
time  (p. 7). According to Klop et al., each person requires respect, humanity, dignity, 
and equitable care from the healthcare provider to promote a non-threatening and 
welcoming environment. Enestvedt et al. (2018) stated that professional providers can 
FOSTERING HUMANIZATION  22 
be seen as threats; therefore, a ritual of welcome is needed to initiate a trusting encounter 
for both the nurse and marginali ed individuals  (p. 233). Caring for persons living in the 
margins requires a different level of care than the general population and may lead to 
improved dignity and humanization. 
A study by Miller and Keys (2001) was conducted to evaluate environmental 
events that validated or invalidated dignity among 24 men and women without permanent 
residence. The participants were asked to describe places, people, and situations that 
helped increase or decrease their self-dignity. The participants reported feeling the most 
dignified when the  were receiving care, support or encouragement from others  (p. 
340). Miller and Keys found that when the participants felt cared for and their sense of 
dignity was validated, they had increased feeling of happiness, confidence, motivation, 
and self-worth. Conversely, when participants reported a lack of caring from others, they 
felt a lack of self-worth with increased feelings of anger and depression. One of the 
participants described feeling cared for by volunteers at a local soup kitchen because the 
volunteer was polite and asked if the participant needed anything. It is apparent that 
simple acts of kindness and politeness can help persons living in the margins feel cared 
for and may increase their sense of dignity.  
The nursing profession has long been known for emphasizing a model of caring in 
practice. Watson (1998) described human caring as the moral ideal of nursing to engage 
their whole self into a relationship with another person s whole self. Watson posits that 
caring protects the vulnerability of others while promoting human dignity and fostering 
humanization. Miller and Keys (2001) found that persons without permanent residence 
experienced validation of dignity when they feel cared for by others which improved 
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their self-confidence, motivation, and sense of self-worth. When a nurse engages in a 
caring relationship with an individual, the process of healing may begin.  
Marginalized persons experience more significant physical and psychosocial 
distress than the general population. Acute and chronic illnesses are more prevalent, yet 
there are significant barriers to accessing healthcare for this population. Mental health 
disorders are also more prevalent in persons living in the margins, and they are often 
exposed to stigma and judgment, social isolation, reduced accessibility to health and 
social services, increased disability, and premature death. Social isolation and 
marginalization tend to be experienced simultaneously and contribute to poor health 
outcomes in individuals experiencing homelessness. Caring for this population requires a 
unique and individualized approach where the focus must be on trust and relationship 
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Chapter Three: Fostering Humanization: Providing Care in the Margins 
 The development of a nursing-led drop-in center is a rather large undertaking that 
requires the deep commitment of time from the individuals offering such a space as well 
as the importance of community support and financial contributions to allow for 
sustainability. The most important consideration is gaining an understanding of the needs 
of the community. Through volunteer opportunities, attending community organization 
meetings, and networking with other support groups, specific themes were identified that 
became the foundation for the RHC. From securing a location to obtaining donations and 
supplies, three transcultural doctoral nursing students navigated the journey of 
successfully opening the RHC. Guest counts were tracked each week where the increased 
number of returning guests was viewed as a positive outcome. Many themes that have 
emerged from conversations with guests confirmed that guests felt cared for and 
welcomed at the RHC. Watson s Theory of Human Caring guided the framework for the 
RHC through the use of transpersonal caring, authentic listening, mutuality, and radical 
hospitality to promote dignity and foster humanization. Chapter 3 will describe the details 
of opening a RHC and the theoretical framework used to guide the project.   
Project Description 
 This scholarly project aims to improve or restore physical, emotional, and 
spiritual health of community members by opening a nursing-led drop-in center, called 
the RHC, as a means to provide nursing care to promote dignity and foster humanization. 
The first phase of this project was designed to learn more about the community needs 
prior to consideration of the opening of the RHC. The idea for the Rochester location of a 
RHC stemmed from two sister locations located in Minneapolis, Minnesota. There was 
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already a framework in place, and the Minneapolis locations proved successful in 
reaching out to persons living in the margins. However, it was unknown if the Rochester 
community would benefit from a nursing-led drop-in center. The only way to know what 
the needs of the community were was to begin networking and asking questions to 
persons living in the margins, other community organizations with similar clientele, and 
community leaders. I volunteered at the local Salvation Army serving lunch and at the 
Dorothy Day House greeting guests and went to local organizations, including a local 
donation food service, called the Community Food Response, and a local church 
organization that provided food, clothing, and rental assistance, called The Exchange. I 
talked with ever one I could posing the question, what are the needs of those living in 
povert  in the Rochester communit ?  Many of the individuals I spoke with through my 
experiences described feelings of loneliness and isolation, and a desperation to connect 
with others.  
 Through countless conversations with persons experiencing marginalization I 
learned that although many people were unable to obtain adequate medical care due to 
financial or transportation reasons, the need for human connection was most prominent. 
One man told me that he had known many people over the years commit suicide from the 
isolation and loneliness felt by marginalized individuals. From my experiences, I learned 
that while many people in the Rochester community are living without personal hygiene 
supplies and socks or adequate medical care, the greatest need for persons living in the 
margins is a place to connect. Living in the margins of society has left many people 
lonely and isolated and craving a connection with others.  
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Implementation: Opening of a Health Commons 
 After gaining a better understanding of the needs of the marginalized population 
in the Rochester community, the next task was securing a location to open the RHC. 
After reaching out to several local organizations and churches, Bethel Lutheran Church 
donated a room to be used one night a week for the RHC. The hours and location within 
the church for the RHC were intentionally set to coincide with those of the Community 
Food Response to be more accessible and convenient for the guests. The project was 
initially planned to be a one year pilot that would launch in the fall semester of 2018. The 
next challenge was securing funding and donations for supplies in order to open the doors 
for guests. 
 One of the Minneapolis Health Commons locations donated supplies and financial 
contributions to the Rochester location to begin. Furthermore, I organized two donation 
drives, one with a local gym and a one with a local church group, which secured many 
personal hygiene supplies, socks, and winter gear. I reached out to a nonprofit 
organization that collects and donates menstrual hygiene supplies and they donated two 
boxes of packaged pads and tampons to the RHC. Coffee, tea, and snacks were purchased 
with the donated funds. Due to these endeavors, the supplies deemed necessary to 
officially launch the RHC were secured. On September 17, 2018 the RHC hosted an 
opening ceremony to introduce the organization to Bethel Lutheran Church pastors, 
Augsburg faculty, and community members. The doors were opened for guests the 
following week.  
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Description of Participants 
 The population of interest for the RHC is the marginalized population in 
Rochester, including those experiencing homelessness or who are marginally housed, 
immigrants and refugees, or anyone else with expressed felt need. The RHC has an open-
door policy and all are welcome. There is no discrimination based on age, gender, 
ethnicity or race, income, primary language spoken, or location of primary residence. In 
fact, there is no sign-in process or proof of eligibility required for services at the RHC. 
Guests are asked their first name as a way to show respect and build rapport; however, 
they are not required to provide their name if they prefer not to. Many of the guests have 
identified themselves as homeless  or low income, but there is no need to prove their 
housing situation. 
Results 
Each week the total guest count was tracked and put into categories of returning 
guests versus new guests.  As the RHC does not collect personal information or require 
identification, the count reflects how many people were there, and if we recognized them. 
For this scholarly project, the percentage of returning guests is of the most important 
evaluation measurement. Relationship building requires more than one visit to the RHC; 
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therefore, the percentage of returning guests is helpful to understand the number of guests 
that found benefit coming to the RHC or established caring relationships with the nurses.  
As shown in Figure 1, the average number of returning guests to the RHC varies. 
The longer the RHC is opened, there are more opportunities for returning guests and for 
new guests to become repeat visitors. Some weeks 100% of the total guests had 
previously been to the RHC. Other weeks, only 40-50% of the guests were returning 
guests, which is encouraging because that means that a large percentage of the guests 
were new and the RHC was reaching more people. In addition to tracking guest counts, 
several themes emerged from conversations with guests of the RHC. 
As research has shown, persons experiencing marginalization often describe 
feelings of loneliness and isolation, and this experience is no different in the guests of the 
RHC. Many of the guests expressed appreciation for the RHC as a place to sit and 
connect with others. One man that attends weekly stated that the RHC was the highlight 
of his week and that he enjoyed coming to just talk with people. Many people thanked us 
for the warm beverages and a place to relax when coming in from the cold. Another 
emerging theme from conversations with our guests was their distrust in the medical 
system. We heard countless stories 
about how the guests were treated 
poorly when seeking medical care. 
They felt dismissed or neglected 
from medical professionals, and 
often felt their care was suboptimal 











Figure 1. Percentage of Returning 
Guests
Percentage of returning guests
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not have medical insurance. Several guests have stated their trust in and gratitude for the 
nursing care provided at the RHC. 
There was an increase in the number of guests requesting blood pressure readings 
and of guests asking medical-related questions at the RHC. One man requested nursing 
assistance after cutting his finger as he had no medical insurance or way to pay for any 
medical services. He received wound care from nurses at the RHC in addition to 
bandages and antibiotic ointment to apply after he left. He returned two weeks later, and 
after diligent self-care, his wound was almost healed. He expressed gratitude for the care 
provided at the RHC and, like many other guests, conveyed appreciation that he was 
never made to feel like a burden to the nurses and that he felt the nurses cared deeply for 
his wellbeing. Regardless of their personal situation, all guests were provided with 
transpersonal caring, authentic listening, mutuality, and radical hospitality. 
Theoretical Framework 
 Guests that visited the RHC can expect to receive loving-kindness through radical 
hospitalit . Watson s (2008) Theory of Human Caring provided the framework for the 
RHC to promote human dignity and foster humanization in the guests. Watson suggested 
that effective caring can lead to health and healing. From calling a guest by their 
preferred name to listening with intention, the care provided at the RHC was a direct 
reflection of Watson s theor . This section will provide detailed e amples of caring, 
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Caring 
 The nursing profession has long been known for emphasizing a model of caring in 
practice. People turn to nurses for help in the toughest moments of life. Persons living in 
the margins have many struggles that may include physical, emotional, or spiritual 
distress. Miller and Keys (2001) found that persons experiencing homelessness had an 
increased feeling of dignity when they felt cared for by others. In addition to feeling 
cared for, many persons without permanent residence experienced validation of their 
dignity when they were identified on an individual level (e.g. being called by their name 
rather than a number), received personalized service, and when they belonged to a group 
(Miller & Keys).  The type of care described by the participants in the study were 
examples of fostering humanization, and, as a result, persons experiencing homelessness 
felt an enhanced sense of dignity.  
At the RHC, all guests were welcomed regardless of their needs. While some 
guests arrived at the RHC requesting only personal hygiene items, a majority of guests 
poured themselves a cup of coffee and sat down. When guests sat down the nurse 
attempted to engage in conversation while trying to connect with each guest. Each 
conversation was started with a smile and a friendly greeting. Guests could offer as much 
discussion or as little discussion as they chose. However, many of the guests were 
interested in conversation with the nurse and often ended up disclosing very personal 
information or situations they were experiencing. Transpersonal caring requires that the 
nurse be in-the-moment with the guest and allows the guest to guide the conversation.  
 Transpersonal caring. A transpersonal caring relationship between the nurse and 
the guest may lead to health and healing of the mind-body-soul. According to Quinn 
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(2016), a nurse entering a transpersonal caring relationship is interconnected with the 
guest, the environment, and the cosmos. Watson (2008) refers to the intimate moments of 
connectedness as caring moments that transcend time and space. Nurse and guests gain 
wisdom and satisfaction from caring moments. These moments were essential to promote 
the health and healing of guests at the RHC. According to Watson (n.d.), Transpersonal 
caring seeks to connect with and embrace the spirit or soul of the other through the 
processes of caring and healing and being in authentic relation, in the moment  (para. 7). 
Guests at the RHC benefitted from the nurses  undivided attention and engagement in 
conversation. 
 In a population that is often ignored, persons living in the margins frequently 
suffer in silence. By providing transpersonal caring, nurses at the RHC provided a level 
of caring that interconnects the two and promotes human dignity and humanization. 
Guests of the RHC often commented that they felt like the nurses cared about them. 
Many guests return week after week to sit and talk with the nurses because they felt the 
loving-kindness provided by the nurses. The start of any relationship, particularly a 
transpersonal caring relationship, begins with the nurse authentically listening to the 
guest. 
Authentic listening. One of the first steps to cultivating a caring relationship 
between nurse and guest is authentic listening. Authentic listening means to be in-the-
moment and engaged in conversation with no interruptions. Watson (2008) recommended 
listening respectfull  and with genuine concern to others  (p. 282). At the RHC, tables 
were set up so that guests may sit down for a blood pressure reading or to sit and enjoy a 
beverage. Nurses were strategically placed at each table to engage in conversation. 
FOSTERING HUMANIZATION  32 
Frequently, a conversation began with a request made by the guest, whether for blood 
pressure reading or a health-related question. During this opportunity, the nurse asked 
friendly, ice-breaker questions like are ou from town  or how was our weekend  to 
start to build a relationship. The nurses engaged and listened authentically to what the 
guest had to say. Watson recommended actively listening with the whole self to the 
guest s life stor  as a wa  to empower them and promote healing and growth. This 
method of listening is the start of a trusting relationship with mutuality between nurse and 
guest.  
Mutuality. A mutual relationship takes place when both the nurse and the guest 
are actively engaged and there is no hierarchy of power. At the RHC guests are 
encouraged to play an active role in their health. Guests requesting blood pressure checks 
are offered a booklet, called the health card, to track their results from week to week. 
Guests that have participated in documenting their blood pressures can trend their 
readings allowing for autonomy and enhancing their ability to actively engage in their 
health. In addition to guests gained knowledge from a mutual relationship, nurses gained 
knowledge and wisdom from the guests. There have been many occasions where a guest 
visited the RHC looking for a community resource, and another guest helped them out. 
The nurse often became the learner in those situations and gained a great wealth of 
knowledge about how to survive while living in the margins. Watson (2008) suggested 
that a transpersonal caring relationship may enhance knowledge in both parties involved, 
which is noticeable at the RHC. A mutual relationship between nurses and guests at the 
RHC can form as a result of the foundation of radical hospitality.  
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Radical hospitality. Radical hospitality is provided at the RHC as a foundation to 
encourage transpersonal caring relationships, growth, and healing. Radical hospitality 
means to provide hospitality without exception or exclusion. Guests that visit the RHC 
can expect a warm and friendly greeting using their preferred name, a warm beverage and 
snacks, and a place at the table to sit. Watson (2008) suggested that providing another 
person with food or drink is a sacred act that nurtures the most basic human need. 
Assisting another person with this basic human need is foundational to human caring and 
helps to sustain humanity and human dignity (Watson). The act of being hospitable 
shows the guest they are cared for and not alone. Many of the guests that visited the RHC 
commented on how isolated and alone they felt and that coming to the RHC made them 
feel as though they were a part of a small community. By providing radical hospitality, 
nurses at the RHC promoted trust, love, warmth, securit , and safet  in human 
relationships  (Watson, 2008, p. 152). The ne t section will describe caring as a 
foundational concept, and how incorporating transpersonal caring, authentic listening, 
mutuality, and radical hospitality tie into the care provided at the RHC.  
Conceptual Model 
Caring is a foundational concept of nursing and is the foundation for the RHC 
Like the trunk of a strong tree, the RHC needs a strong foundation to form solid 
relationships. The tree of caring conceptual model (Figure 2) was designed to showcase 
the important concepts provided at the RHC. The red color of the conceptual model 
represents the loving-kindness provided at the RHC to promote human dignity and foster 
humanization.  Just as the leaves are the fruit of a tree, transpersonal caring, authentic 
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listening, mutuality, and radical hospitality are the fruit of caring. Without these concepts 
and actions, caring cannot exist.  
Each of the four concepts coincide with one another. Radical hospitality allows 
guests to feel welcomed at the RHC and encourages guests to sit down and relax. While 
guests are relaxing, nurses engage them in conversation utilizing the concept of authentic 
listening. Authentic listening allows the nurse to gain insight into the life story of the 
guest along with understanding their specific needs. The insight gained from authentic 
listening helps the nurse formulate ways of encouragement while promoting mutuality 
within the relationship. A mutual relationship between the nurse and the guest may lead 
to a trusting and transpersonal caring relationship in which the nurse and the guest 
connect on a spiritual level. Both the nurse and the guest benefit from this uniquely 
intimate relationship leaving the guest feeling cared about and cared for, ultimately 
promoting human dignity and fostering humanization.  
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Figure 2. Tree of Caring Conceptual Model
 
Three transcultural doctoral nursing students lead the development and opening of 
the RHC as a way of connecting with persons living in the margins in Rochester, 
Minnesota. Built on a foundation of caring, the RHC seeks to promote human dignity and 
foster humanization. Guests that visit the RHC can expect to receive transpersonal caring, 
authentic listening, mutuality, and radical hospitality. The RHC promotes human dignity 
by not requiring a sign-in form or proof of eligibility; furthermore, everyone is 
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welcomed. Watson s (2008) Theory of Human Caring provides the framework for the 
RHC to promote human dignity and humanization. The tree of caring conceptual model is 
a way to visualize the connection between transpersonal caring, authentic listening, 
mutuality, and radical hospitality. With caring being the core concept of the RHC, many 
guests return each week to converse with the nurses or other guests, and the RHC 
welcomes new guests each week. The tree of caring conceptual model describes care 
provided at the RHC, but one must wonder how effective the model is from the 
standpoint of the guest. Chapter 4 will explore the evaluation approach used in this 
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Chapter 4: Evaluation Approach and Critical Personal Reflections 
The RHC was opened as a means to provide nursing care to improve or restore 
the physical, emotional, and spiritual health and healing of the community members to 
promote dignity and foster humanization. The evaluation process included tracking the 
number of new and returning guests each week and the increased number of returning 
guests was viewed as a positive outcome.  However, the most important evaluation tool 
used in this project came from themes that emerged from conversations with guests 
confirming that they felt cared for and welcomed at the RHC. According to the Agency 
for Healthcare Research and Quality (2017), it is imperative to select a measure to 
monitor for evaluation in a quality improvement initiative. For this scholarly project, the 
number of new and returning guests was the measure that was tracked as a way to 
evaluate the impact of the RHC on the community. The lived experiences of the 
participants were unknown at the opening of the RHC and evolved as the nurses and 
guests developed relationships. For this quality improvement project, formal interviews 
were not required, and many guests openly shared their lived experiences with the nurses 
through conversations. Evaluation of quality improvement projects such as this, requires 
a critical review of the evaluation approach with special consideration of the validity and 
reliability of the results to demonstrate rigor. Chapter 4 will explore the evaluation 
approach used in this scholarly project, including creditability, dependability, validity, 
reliability, confirmability, and transferability of the results, in addition to providing 
personal reflections of the project. 
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Credibility and Dependability 
For this scholarly project, while not a research study, both quantitative and 
qualitative data were utilized to demonstrate objective and subjective results. Establishing 
creditability and dependability of results is the one of the most important aspects of 
evaluating a project (Guba and Lincoln, 1985, as cited in Polit & Beck, 2012). Credibility 
and dependability are parallel to establishing validity and reliability in demonstrating 
rigor (Mertens, 2015). For this project, quantitative data was collected through tracking 
guest counts over the course of 12 months and was presented to support the themes 
gathered from guests  comments. However, the main emphasi e of this project was the 
lived experiences of the guests; therefore, this critical evaluation will solely focus on the 
themes. 
The reliability of a study is determined by the credibility and dependability of the 
results. According to Polit and Beck (2012), credibilit  refers to the confidence in the 
truth of the data and interpretations of them  (p. 585). Dependabilit  refers to the 
stabilit  (reliabilit ) of data over time and conditions  (Polit & Beck, 2012, p. 585). 
Guba and Lincoln (as cited in Polit & Beck, 2012) explained that researchers must 
conduct the stud  in a wa  that enhances the believabilit  of the findings  (p. 585) and 
the researchers must also attempt to demonstrate credibilit  in research reports  (p. 585). 
In this quality improvement project, there were no formal interviews and comments made 
from the guests to the nurses were voluntary. The comments made by guests were written 
down at the end of each day to keep track of emerging themes.  
Data was collected over a long period of time to increase credibility and 
dependability and to allow time for building rapport between nurses and guests so the 
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emerging themes would be an accurate representation of their lived experience. Mertens 
(2015) stated that sufficient time is necessary to avoid premature closure or coming to 
conclusions that may not be accurate or would change if more time was spent in the field. 
While there were many volunteers, at least one, and often all, of the three DNP students 
that opened the RHC were in attendance as a means to build rapport and foster trust in the 
guests. Man  of the guests  comments described in Chapter 3 came after several visits to 
the RHC and were often made to one of the three DNP students. While it is difficult to 
ensure that all comments made by the guests were truthful, the relationships that 
developed between nurse and guest allowed for more open and honest communication.  
In addition to validating the credibility and dependability of a study, it is important to 
validate the confirmability and transferability of the results. 
Confirmability and Transferability 
The confirmability of a project is another important aspect in determining 
reliability of results. Confirmability in qualitative data is parallel to objectivity in 
quantitative data and essentially means that the results are based on the data and free of 
judgment from the evaluator (Mertens, 2015). At the RHC, all comments made from the 
guests were written anonymously by the nurse involved in the discussion and there were 
no scripted interviews that took place. On many occasions, guests would make comments 
to all of the nurses at the same time. The results did not include any observations from the 
evaluator as an attempt to avoid bias. 
 Results of research studies are beneficial when they can be transferred to 
equivalent situations. According to Polit and Beck (2012), transferability means that the 
results of the study may be applicable in similar situations or if studied in a similar 
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environment. The results of this scholarly project mimic results from a similar study done 
by Miller and Keys (2001) which is encouraging that the findings from this project may 
be transferable. Miller and Keys reported that persons experiencing homelessness had an 
increased sense of dignity when they felt cared for by others. Participants of the study 
explained situations in which they felt a greater sense of dignity including when they 
were called by their name, when they received personalized care, and when they felt that 
they belonged to a group (Miller & Keys). On the contrary, Miller and Keys reported that 
participants felt their sense of dignity was violated when they were referred to by a 
number (lack of identity), having to wait in long lines or received poor service from 
volunteers, and feeling that others did not care about their wellbeing. Results from the 
study were similar to the results of this scholarly project and may confirm transferability 
to similar situations. The next section will discuss gaps in the research that this project 
addresses, advancement of practice, reflection on authenticity, and personal reflections of 
this scholar project.   
Critical Reflections 
There are an increasing number of studies published that describe physical, 
emotional, and spiritual stressors for persons experiencing marginalization (Brown, 2012; 
da Silva et al., 2018; Fuller-Rowell, Evans, & Ong, 2012; Kidd, 2007; Phelan, Link, 
Moore, & Stueve, 1997; Pribish et al., 2019 ; Rokach, 2004; Snodgrass, 2013; & 
Vandemark, 2007). However, few studies evaluate the effectiveness of a nursing-led 
drop-in center geared towards improving health and healing in the marginalized 
community. Services provided at the RHC improved the physical, emotional, and 
spiritual wellbeing of many guests, as evidenced by guests  comments reported in 
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Chapter 3. Additionally, the nurses at the RHC also benefitted from interactions with the 
guests. This scholarly project advanced nursing practice by introducing transcultural 
nursing students to a population that often go unnoticed while living on the outskirts of 
society. The nurses at the RHC had the opportunity to learn about the struggles of 
individuals which lead to a decrease of stigma and judgment as nurses learned to value 
and respect the guests for their strength and wisdom.  
The nurses at the RHC learned of many barriers to health care that are faced by 
the marginalized community requiring the nurses to invent new and creative ideas to 
improve care on a limited budget and with few resources. Understanding barriers and 
learning to care for the marginalized population requires innovation which advances 
nursing practice. This scholarly project also required nurses to become familiar with 
communit  resources and street  knowledge which improves care provided to this 
population in any setting. The comments made by the guests throughout the 12 months 
data was collected helped nurses to improve the care provided at the RHC and the themes 
identified in Chapter 3 helped to encourage authenticity of this scholarly project. 
This scholarly paper allows readers an inside look to the thoughts and feelings of 
the marginalized population when they discussed the impact that the RHC had on their 
lives. Authenticity in qualitative research refers to the tone of the participants that is 
conveyed through the text (Polit & Beck, 2012). Without prompting, guests at the RHC 
shared very intimate stories and associated feelings with the nurses that lead to a 
transformative relationship of both the guest and the nurse. From a personal experience, 
the RHC has clearly made an impact on the community, but it has had an even bigger 
impact on me. 
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The opening and managing of the RHC is not an easy task. From securing 
donation items to funding, managing volunteers, and blocking out every Monday from 
my schedule to drive the 20 minutes one way to open the RHC is sometimes exhausting. 
However, when guest after guest announces their gratitude for the services provided at 
the RHC, it is worth every exhausting minute. Recentl , a guest said to me ou saved 
m  life  as she tearfull  smiled and walked away. The RHC has made me a more 
empathetic and compassionate person that values and respects other people regardless of 
their situations. I am humbled in the fact that a simple smile and warm greeting may 
change the way a guest feels about themselves improving their confidence and sense of 
dignity. I have learned that guests return to the RHC week after week for the services 
provided, but the transpersonal caring, authentic listening, mutuality, and radical 
hospitality provided are what make the guests stay for a while. 
The RHC was opened as a means to provide nursing care to improve or restore 
physical, emotional, and spiritual health of the community members to promote dignity 
and foster humanization. The evaluation process included tracking the number of new 
and returning guests each week as well as tracking comments made from the guests. The 
data was collected over a 12-month period to allow time for building rapport between 
nurse and guests so the emerging themes would be an accurate representation of their 
lived experience. All comments made from the guests were written down as they were 
said as a means of providing confirmability and transferability. This scholarly project 
advances nursing practice by reducing stigma and judgement, encourages nursing 
innovation, and increases nursing knowledge of community resources that may benefit 
the marginalized community. This scholarly paper was written with authenticity so 
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readers may be able to identify the transformative nature of the RHC by understanding 
the thoughts and feelings of the guests. Chapter 5 will explain how this scholarly project 
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Chapter 5: Conclusions, Knowledge Development, and Project Sustainability 
This project was created in order to improve or restore physical, emotional, and 
spiritual health of the community by providing nursing care to promote dignity and foster 
humanization through the opening of the RHC. While the nursing-led drop-in center is 
beneficial to the marginalized community, nurses also gained wisdom and knowledge 
from developing relationships based on mutual benefit. The aim of scholarly DNP 
projects is to advance nursing practice by exploring gaps in knowledge and to address 
these gaps with innovative means of providing care, such as an establishment of the 
RHC. In addition, it is imperative to explore systems in place for sustainability and 
ongoing community support for scholarly projects such as the RHC. This chapter will 
illustrate how the Essentials of Doctoral Practice were met by this scholarly project, gaps 
in knowledge learned from this project, and the sustainability and future of the RHC. 
The Doctor of Nursing Practice Essentials 
The American Association of Colleges of Nursing (AACN) DNP Essentials are 
important to incorporate into a quality improvement project to improve healthcare 
outcomes and advance nursing practice. Essentials II, Organizational and Systems 
Leadership, was foundational to the opening of the RHC as the aim is to eliminate health 
disparities and to promote patient safety and e cellence in practice  (AACN, 2006, p 10). 
The RHC targeted a specific population, including persons experiencing marginalization 
in the community, and provided free nursing care demonstrating a commitment to reduce 
health disparities and improve access to healthcare. Persons experiencing marginalization 
are a subset of the community that tends to need an individualized approach often 
requiring nurses to be creative and innovative. Many of the guests that visited the RHC 
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did not have adequate health insurance which prevented them from going to a healthcare 
provider when ill, but they came to the RHC because of the free nursing care. The nurses 
have to develop a plan of care that is financially responsible and that the guest will be 
able to follow once they depart the RHC. The mutual relationship between the nurse and 
the guest allows for trust building and encourages the guest to actively participate in their 
health journey, thus leading to improved health outcomes. The care delivery model 
adopted by the RHC was an innovative approach to improving access to healthcare. By 
operating a free nursing-led drop-in center near the middle of town with the same hours 
and location as the Community Food Response, the RHC was able to reach a greater 
number of the target population; thus, reducing health disparity and improving access to 
health care.  
The RHC is a donation-based organization that requires an innovative approach 
for financial sustainability. The three doctoral students that operate the RHC are 
continuously developing strategies for supplies or financial support, including contacting 
local churches and hospitals, and hosting donation drives. The financial undertaking of 
the RHC also exemplifies this scholarl  project s commitment to improving the health of 
the marginalized population of Rochester, Minnesota through not just the individual level 
but through communities and systems.    
Nurses at the RHC provided screenings for physical, emotional, and spiritual 
health risks and implemented appropriate strategies to restore or improve health. The 
screening aligns with Essential VII, clinical prevention and population health, as a way to 
identify problems and develop appropriate interventions to improve health. Health 
promotion is the main goal of the RHC and the nurses achieved this goal by helping a 
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guest develop an action plan to increase health eating or exercise, or provide additional 
resources for smoking cessation. Guests often had many questions regarding side effects 
or rationales for the medications they were taking and the nurses were able to provide 
education about the specific medications which may promote health and wellness. 
Disease prevention is imperative to meet Essential VII and is achieved by providing 
blood pressure screenings, foot soaks, and foot checks, in addition to providing 
healthcare education. Health promotion and disease prevention are important aspects to 
improve community health that are implemented at the RHC. 
Gaps in Knowledge 
Many research studies have been conducted to uncover the health challenges and 
access to healthcare in the marginalized population; however, few studies have been 
completed to examine the effects of a nursing led, drop-in center on the physical, 
emotional, and spiritual health for persons living in the margins. This scholarly project 
aimed to improve or restore physical, emotional, and spiritual health of the community 
members as a means to promote dignity and foster humanization. Through comments 
made from the guests, results of this scholarly project demonstrated that persons living in 
the margins experience feelings of loneliness and isolation, stigma and judgement from 
medical professions, and often face many challenges to receiving adequate health care. 
The number of guests that returned to the RHC each week and the increasing number of 
guests  referrals to other communit  members is encouraging in that the RHC is making a 
difference in their lives and that the drop-in center is beneficial in the community.  
There are many opportunities for future evaluation of the RHC, including formal 
interviews to evaluate guests  perception of the care provided at the RHC. Utilizing a 
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qualitative approach would allow for a better understanding of the guests lived 
experiences while at the RHC and may lead to improved care. Additional evaluation may 
include interviewing the nursing students who spent time at the RHC to gain more insight 
to their lived experiences and knowledge expansion. Nurses that volunteered at the RHC 
made comments about how getting to know the guests helped to reduce stigma or 
judgement they may have felt for the marginalized population and that they now have a 
new appreciation of the struggles many marginalized persons face; however, the 
comments were not written down verbatim and the nurses were not officially 
interviewed. 
Project Sustainability 
The RHC has become a reliable community resource for personal hygiene 
supplies and nursing support for persons experiencing marginalization. Guests of the 
RHC depend on the services and nursing care they receive each week. As the guest count 
continued to rise at the RHC, it was obvious that the nursing-led drop-in center is 
benefitting the community. The ongoing collaboration with Augsburg University, Bethel 
Lutheran Church, Community Food Response, and the many local churches and 
organizations that have supported and continue to support the RHC helped to ensure its 
ongoing success.  The three doctoral students that currently organized the RHC will be 
graduating in May 2020 and will hopefully transition the project to nursing faculty 
employed by Augsburg University. 
The number of people living in the margins in Rochester, Minnesota continues to 
increase. Persons living in the margins have the highest rates of acute and chronic 
disease. Lack of financial resources, access to adequate healthcare, and limited 
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community connections often prevent adequate treatment of disease leaving those living 
in the margins with significant physical, emotional, and spiritual distress. A nursing-led 
drop in center was opened as a means to provide nursing care to improve or restore 
physical, emotional, and spiritual health of the community members to promote dignity 
and foster humanization. The practice model for the RHC is based on the concepts of 
transpersonal caring, authentic listening, mutuality, and radical hospitality between 
advanced practice transcultural nursing students and the guests. Watson s (2008) Theory 
of Human Caring provided the framework for the RHC. Over the 12 months that data was 
collected, the returning guest count continues to increase and guests have commented 
how the RHC exemplified the concepts of radical hospitality, authentic listening, 
mutuality, and transpersonal caring. In addition to promoting health and healing in guests 
that visit the RHC, this scholarly project advanced nursing practice though meeting 
Essential II and VII of the Essentials of Doctoral Practice. The RHC has become a 
reliable community resource for the marginalized community in Rochester, MN and will 
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